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Background:  Acute ST-segment elevation myocardial infarction (STEMI) is a highly morbid diagnosis if not promptly treated. However the 
differential diagnosis of ST-segment elevation is not limited to MI.
case:  A 68-year-old man presented to the emergency department with a 1 week history of intermittent, non-exertional, non-radiating, 
left sided chest pain, which became constant, prompting him to seek medical attention. A 12-lead electrocardiogram showed 2 mm of 
ST-segment elevation with biphasic T-waves in V1, V2 and V3. His medical history included severe ischemic cardiomyopathy status 
post orthotopic heart transplant four years ago, type 2 diabetes mellitus, dyslipidemia and hypertension. His post-transplant course was 
complicated by post-transplant lymphoproliferative disorder (PTLD). On physical examination, he appeared uncomfortable but showed no 
signs of acute decompensated heart failure. His cardiopulmonary exam was otherwise unremarkable aside from reproducible pain and 
firmness to palpation at the left lower sternal border.
decision Making:  Given the concern for acute STEMI, he was taken emergently to the cardiac catheterization laboratory. Coronary 
angiography revealed no obstructive lesions but the mid to distal left anterior descending artery did not move and appeared embedded. 
Left ventriculography showed near normal contractile function, but the chamber had a “spade shape” suggestive of apical anterior external 
compression. Computed tomography of the thorax revealed a large (9.7 x 5.6 cm), left-sided anterior mediastinal mass that was partially 
compressing both ventricles. He was started on high dose prednisone, cyclophosphamide, etoposide, procarbazine and rituximab. After 
2 days of treatment, his chest pain significantly improved and the chest wall mass felt smaller and less firm. He was discharged in stable 
clinical condition, but his ST segments remained elevated.
conclusion:  An enlarging anterior mediastinal mass from PTLD compressing the heart can cause an injury pattern on ECG and should be 
considered in the differential diagnosis. The mechanism may be secondary to epicardial inflammation or invasion. 
